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The Treatment Consumer and Pharmacotherapies: Introduction 
By Paul Roman, Ph. D., Editor 


The relatively new specialty of health services research focused on substance use disorders (SUD) has clearly 
demonstrated that the expansion of quality in the delivery of treatment services is far from simple. Among the 
many considerations for change and quality improvement, the use of pharmacotherapies in SUD treatment is 
in many ways critical to the total enterprise. It not only broadens treatment choices but also (through its use of 
conventional medical technology) opens avenues for integration of SUD treatment into other areas of medical 
practice. Greater use of pharmacotherapies can also shift the images and stereotypes of SUDs further toward 
the paradigms of medical care. 


The slowness of this diffusion within SUD treatment, discouraging to many, cannot and should not be reduced 
to accusations of narrow or backward thinking on the parts of SUD treatment providers, as has frequently 

been the temptation. Research has made substantial progress on understanding some of these issues, such 
as the importance of using media for diffusion that have credibility among local-level decision-makers in the 
adoption process. Research has also shown the critical but not-so-simple role of physician involvement in the 
implementation of pharmacotherapies. At the same time, multiple studies have confirmed the embeddedness of 
treatment models based on 12-step models that seem in some (but certainly not all) instances to be barriers to 
consideration of pharmacotherapies at the provider level, or maybe beyond. 


SUD-related health services research generally does not go beyond service providers in its primary data 
collections, and hence has neglected the first-line consumers of these services, a collection of people that 
includes current patients, prospective patients, and past patients, as well as the “personal stakeholders” that 
more or less surround each of these individuals. What is their role in the further diffusion and implementation 
of pharmacotherapies in SUD treatment? To that end, | asked members of the Editorial Board of The Bridge to 
respond to the following: 


In the diffusion/adoption/implementation of evidence-based practices, the SUD specialty gives much lip 
service to the idea that it follows a “business model.” Within a business model for service delivery 
organizations, the central issue is the marketing and consumption of services. SUD treatment’s consumers 
are actual and potential patients, as well as the significant others who motivate people either toward or away 
from treatment. Instead of focusing on these consumers, much emphasis in the SUDs specialty is on various 
agencies that may provide funding for treatment, and these are frequently referred to as the key customers for 
service. The assumption here is that this singular emphasis, and the ignoring of the patient et al. as the 
consumers of services is a huge hole in the SUDs business model. There are many facets to this question, so 


let us first focus on pharmacotherapies. What is the relationship between the focus on the attitudes, desires, 
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and orientations of patients (potential and actual) and their significant others, and their demand for or 
acceptance of pharmacotherapies? 


Following are the responses to these questions of six members of the Editorial Board: Holly Hagle, Michael 
Boyle, Louise Haynes, Dennis McCarty, Hannah Knudsen and myself. Both Dennis and Hannah are joined by 
several colleagues in preparing their essays. 


We are very pleased to welcome Louise Haynes, MSW, as a new member of the editorial group. Louise is the 
Director of Research for the Lexington-Richland (South Carolina) Alcohol and Drug Abuse Council and through 
this position has been very active in the Southern Consortium Node of the NIDA Clinical Trials Network. She 
has served as PI for several CTN trials in community settings and is an Adjunct Assistant Professor in the 
Department of Psychiatry and Behavioral Science at the Medical University of South Carolina. Louise has 
made major research contributions to understanding the integration of identification and treatment for HIV/ 
AIDS in SUD treatment, and has been an exemplar of the research-involved practitioner within the original 
“bidirectional” model of the CTN operational dialogue between researchers and direct service providers. 


Several other new contributors have joined the editorial group, and they will be introduced in the next issues as 
they offer their debut essays in The Bridge. 


Paul M. Roman 
Editor in Chief 
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“What Patients Want” and the Pharmacotherapy Implementation Gap 
Hannah K. Knudsen 

Jamie L. Studts 

William W. Stoops 

University of Kentucky 


The “research to practice gap,” or the limited implementation of evidence-based practices (EBPs) in specialty 
SUD treatment (Lamb, Greenlick and McCarty, 1998), has been the focus of considerable research attention 

in the past 15 years. This body of research and large-scale demonstration projects of EBP implementation has 
been supported by federal agencies, state governments, and private foundations; we have conducted research 
with this support. Our work and that of others has repeatedly shown the challenges in diffusing EBPs, 
particularly pharmacotherapy, to treatment programs. 


In our research, survey and interview data with program leaders and counselors have highlighted key barriers 
to implementing medications, such as limited access to medical professionals and restrictions on program 
funding (Knudsen, Abraham, and Oser, 2011; Knudsen and Studts, 2011). We have also shown that even in 
programs that have overcome the barriers to adoption, very few patients actually receive “adopted” medication 
(Knudsen and Roman, 2012; Knudsen, Abraham and Roman, 2011). The focus of this line of research has 
been on organizations and the environments in which they operate. Despite the seeming obviousness of doing 
so, we have never collected data from patients as part of this implementation research. 


In retrospect, it seems fair to call this lack of attention to patients a limitation of our own research, and indeed 
we have noted it in our papers. We are not alone—it is a limitation of many EBP adoption and implementation 
studies. Collectively, we as health services researchers have not fully grappled with the question, “What do 
patients want as part of SUD treatment?” and the implications of the answers to that question. 


It is not a question that is unique to the SUD treatment field. Across the specialties of medical practice, the 
Institute of Medicine (2001) has advocated for “patient-centered care,” and one element of such care is the 
notion that patients’ preferences and values should be a major influence on decision-making processes that 
occur throughout medical care. This aspect of patient-centered care remains a challenge for medicine in 
general, and it remains a notion that has not been fully embraced by practitioners. 


So how do patient preferences and values fit into the picture of pharmacotherapy implementation in SUD 
treatment? There are no easy answers from the existing literature, and perhaps the most honest answer is 


simply, “We don’t know yet.” At best, we can approach this question indirectly for the purpose of this article, 
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with qualitative information from a small pilot study that we conducted with cocaine users who were not 
currently in treatment. 


This pilot study began with a series of conversations around the “What do patients want?” question and the 
sense that this is a question that should be considered relatively early in the treatment development process. 
Specifically, we were interested in how cocaine users perceived the idea of a cocaine vaccine and whether 
such a pharmacological intervention would be acceptable from their perspective. Such a vaccine has been in 
the medication development pipeline for some time, and research is ongoing regarding its efficacy (Kosten, 
Domingo, Orson, and Kinsey, in press; Shorter and Kosten, 2011). If approved, a cocaine vaccine would be 
the first FDA-approved pharmacological intervention for cocaine dependence, as currently there are not any 
FDA-approved medications for this condition (Young, Sisti, Rimon-Greenspan, Schwartz and Caplan, 2012). 
In part, our research question about vaccine acceptability was influenced by earlier qualitative findings about a 
nicotine vaccine, in which some participants voiced substantial concerns about its acceptability (Studts et al., 
2007). 


With the support of a pilot grant from the University of Kentucky’s Center on Drug and Alcohol Research, we 
conducted a small, qualitative study to begin to consider the acceptability of a cocaine vaccine among cocaine 
users. Face-to-face semi-structured interviews were conducted with 12 individuals who reported weekly 
cocaine use for the past year; these interviews were recorded and transcribed. Participants received $25 for 
their effort and travel expenses. Using a qualitative description approach to analyze the interview data 
(Neergaard, Olesen, Andersen, and Sondergaard, 2009; Sandelowski, 2000), transcripts were coded for key 
themes related to the acceptability of the cocaine vaccine. This protocol was approved by the university's 
Institutional Review Board, a Certificate of Confidentiality was obtained from NIDA, and all participants 
provided informed consent before the interview. 


These interviews revealed three key themes about the acceptability of the cocaine vaccine. First, respondents 
were generally enthusiastic about the possibility of a vaccine. In the words of one participant, “| was excited 
once | heard you say, ‘a cocaine vaccine.’ | was like, is that something to make you stop? | was telling 
everyone...it was like a thing.” In part, this interest in a cocaine vaccine seemed to reflect an awareness of the 
power of cocaine addiction and the many ways that cocaine use had negatively affected their lives. As another 
participant said: “I need to stop. | have destroyed a seven-and-a-half-year relationship. | have, | just need to 
stop. If my family ever found out | was back on drugs, oh my gosh, it’d be over. And I’m getting too old for this, 
you know. It’s just like | spend every dime | get. | don’t even feed myself. The first thing | think about you know 
is, if | get money is saving it so | can get more. So | can buy [cocaine.] If it [the vaccine] worked, I’d want to use 
it. You know if | could just go one day without doing it, it would be a big help for me...| mean, if it [the vaccine] 
just helped me get through one day without using it, or even cut me down to where | only used a half amount 
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of what | do...! mean if it would just help through that, that would be a miracle in itself right there.” Participants 
noted a number of benefits that would come from being able to stop or reduce their cocaine use, including 
repairing relationships, financial benefits, being able to hold a job, and having more stable housing. 


Participants’ enthusiasm for a cocaine vaccine was tempered by two issues, namely the potential side effects 
of a vaccine and its cost. Some participants wondered about the potential physical side effects; in the words 
of one participant, “That would depend on what [the side effects] might be. Now if it was a little wooziness or 
something of that nature, | could tolerate it, but if it was to cause me headaches or muscle cramps or anything 
like that, | might have to discontinue it.” Others raised concerns about how the vaccine might impact daily 
functioning, as noted by this participant: “Well, for myself, it depends what the side effects were, you know. As 
long as it didn’t affect my day-to-day living...As long as | could eat, as long as | could sleep and didn’t make 
me paranoid and stuff like that.” Most were not concerned about the vaccine being delivered via an injection, 
but two participants specifically noted that a “shot” would be a negative and reduce their willingness to use the 
vaccine. 


Cost was a common theme elucidated in these interviews. Several participants noted that the lack of 
insurance, coupled with limited economic resources, would be a barrier. As noted by one participant, “It would 
be a problem right now because of my work situation...because | don’t have no insurance...I’d have to pay out 
of pocket for it. If it [the vaccine] was available, I’d have to pay out of pocket and that would be a hard thing to 
do right at this minute.” Another participant said, “That would be the only thing that | could see in my situation 
that would be a hindrance to me not being able to get it—if it came down to me having to pay for it.” Although 
most respondents saw challenges with regard to cost, two participants articulated cost-benefit arguments 
about the vaccine if it were effective in reducing cocaine use. In the words of one of these two participants: “I 
think in the long run, cost shouldn’t be a problem because you'd say, ‘Look at the money I’m going to spend 
on using drugs. And look at the money I’m going to spend as far as getting off drugs.’ So cost shouldn't be a 
problem.” However, implicit within this reasoning, is the notion that cost savings will be a longer term trade-off, 
which for several of these participants would seemingly be difficult in their current economic situation. 


While these interviews provide some unique information about the potential acceptability of a cocaine vaccine 
from the perspective of current users, there are a number of limitations that must be noted. Among the key 
limitations are the small number of participants in the study, the limited geographical area represented (i.e., a 
single city), and the focus on a pharmacological intervention that is not yet available. Users’ perspectives may 
be different once the actual vaccine is approved and its properties are known. 


Nonetheless, we think that this pilot study is an example of directions that health services researchers who are 
interested in the “research-to-practice gap” might take in the future. In particular, research that integrates the 
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multiple levels of this phenomenon—patients, clinicians, organizational leaders, and stakeholders who 
influence treatment funding as well as regulatory requirements—may yield important knowledge about 
methods to increase the implementation of pharmacotherapy and other EBPs in specialty SUD treatment. The 
voices of patients regarding other medications, particularly their views on acceptability, the tolerability of side 
effects, and how costs of care are related to access, may help to explain the limited implementation that 


continues to vex researchers and policymakers. 
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Enhancing Meaningful Recovery: The Role of Treatment Programs in Expanding Ac- 
cess to Medication 

Louise Haynes 

Medical University of South Carolina 


The National Institute on Drug Abuse (NIDA) monograph Principles of Drug Addiction Treatment lists 13 
principles of effective treatment, including the use of medication and the value of combining medication with 
counseling. Yet, for a variety of reasons, many substance use disorder (SUD) treatment programs have been 
slow to adopt medications in their array of services. In this brief article, | explore some of the opportunities and 
challenges treatment programs face in adoption of pharmacotherapies and present two examples from the 
NIDA Clinical Trials Network of community based research that led to the adoption of new interventions that 
met community needs. 


The current, well-publicized rise in the incidence of prescription opioid abuse presents an opportunity for SUD 
treatment programs to offer a needed service that may previously have been seen as too controversial or too 
difficult to implement. In 2009, there were approximately 2.3 million people with opioid dependence in the U.S., 
yet less than 10 percent of those individuals received substitution treatment with methadone or buprenorphine. 
In the same year (2009), the Substance Abuse and Mental Health Services Administration reported that use 

of prescription opioids for non-medical reasons was 20 times more common than heroin use. This increase in 
prescription opioid abuse has resulted in a variety of serious problems affecting communities across the 
country, and these problems affect individuals, families, and the community at large. One such problem is 
opioid overdose, which is now the second leading cause of accidental death in the U.S. — second only to motor 
vehicle accidents (Paulozzi, 2006). 


Fifteen years ago, people with opioid dependence were more likely to be addicted to heroin, and their only 
treatment option was to receive services through methadone treatment programs, commonly known as OTPs. 
Of all SUD treatment programs in the U.S. today, only about 8 percent are methadone-prescribing programs, a 
number that has not increased since 2002 (SAMHSA, N-SSATS, 2008). In many communities, the non-medical 
use of prescription opioids has brought more opioid-dependent individuals into non-methadone treatment 
settings, but depending upon the services available at the respective agency, the patients may or may not 
receive the most effective treatment for their addiction. Many of these patients could likely benefit from 
medications. Unlike the highly restricted use of methadone, appropriately licensed and certified medical 
personnel may prescribe or dispense buprenorphine or long-acting naltrexone injections (Vivitrol) in a variety of 
community settings, including both physicians’ offices and psychosocial rehab treatment programs. 
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According to a 2010 SAMHSA survey, there are almost 20,000 physicians who are currently certified to 
prescribe buprenorphine in the U.S., but the availability of certified physicians varies greatly by region. Many 
opioid-dependent people do not have access to a physician, and the majority of physicians nationwide are not 
certified to prescribe buprenorphine. Of the more than 15,000 patients who receive buprenorphine, the majority 
(73 percent) do not receive the drug through an OTP that provides methadone (SAMHSA), thus 
demonstrating that when given a choice, most opioid-dependent individuals who seek treatment decide to 
receive this effective pharmacotherapy in non-methadone, community treatment settings. Psychosocial rehab 
treatment programs are uniquely positioned to build bridges between medical professionals and counseling 
professionals who treat addiction. The potential for community based programs to offer SUD treatment 
services that meet the communities’ needs for effective treatment of opioid dependence is clear, and 
recognizing this need can be an important initial step in reaching a management decision to pursue the 
integration of pharmacotherapies into their clinical practice. 


Yet, regardless of a community's need, multiple barriers, both internal and external, may prevent or delay 
changes in treatment practices (Kaftarian and Wandersman, 2000). SUD treatment programs typically have 
limited resources and must choose between competing priorities and mandates from funders. Implementation 
of new evidence-based practices may not make it to the top of the priority list. One important barrier stems 
from the lack of sufficient time and effort needed to train staff and address belief systems and negative 
attitudes toward pharmacotherapy in addiction treatment. Providing the leadership necessary for organizational 
culture change requires skillful managers who are willing to commit meaningful agency resources toward this 
goal. 


A significant percentage of psychosocial rehab programs do not have medical personnel on staff, and adding 
pharmacotherapy to the treatment program would require either hiring a medical clinician with specific 
prescribing authority or establishing a referral network within the community. Another related barrier may result 
from skepticism about the potential benefits of pharmacotherapy on improving treatment outcomes. To further 
complicate this dilemma, the past several years have brought funding cutbacks as a result of budget crises at 
the state and local levels, and consequently, the implementation of new practices has been particularly 
challenging. Overcoming these barriers requires effective strategies, creativity and motivation, but there are 
many examples of programs that have successfully met this challenge. 


Studies conducted through the NIDA Clinical Trials Network (CTN) have provided opportunities for participating 
community treatment programs to explore the need and acceptability of a number of interventions, including 
medications. One such example of the successful implementation of pharmacotherapy in a traditional 
psychosocial rehab program comes from a CTN study site in a rural area of my home state of South 
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Carolina. Participation in this study introduced agency staff to the use of buprenorphine for opioid dependence 
and provided the staff training and experience to facilitate adoption. As a result of its successful 
implementation of the medication procedures and a realization of the local community’s need, the agency 
established a buprenorphine clinic that now provides a previously unavailable service. In July 2013, the local 
newspaper, The Pickens Sentinel, published an article titled “Study Yields Treatment Plan for Prescription Drug 
Abuse,” which highlighted the clinic’s success. 


Although not an example of the adoption of pharmacotherapy for addictions treatment, a second CTN project 
with which | was involved provides an example of how a program discovered and met the needs of its patients 
through a study of on-site HIV rapid testing in an SUD treatment program where such testing had not previ- 
ously been offered. As the study got under way, | was concerned about the acceptability of offering on-site HIV 
testing to our patient population. | asked the opinion of the agency’s director of treatment who hypothesized 
that we would indeed have problems recruiting study participants because the patients might be uncomfortable 
talking about HIV. Our experience in conducting the study, however, proved that our fears had been 
unfounded. About 85 percent of the patients who were offered on-site testing accepted the test, even though 
they had not initially come to the agency in search of HIV testing. Introducing the possibility of testing and 
providing specific information about the test were the staff's responsibility. We had never envisioned that our 
patients would consider the offer of on-site testing as a positive addition to the array of services we offered at 
the agency, but as a result of this discovery, the agency found a way to continue to provide the on-site testing 
program after the research project had ended. And while this is a great example of how competing priorities 
can direct an agency’s organizational energy and its ability to address a previously unknown need among its 
patients, it’s interesting to note that this same agency has yet to overcome the many challenges inherent to 
offering medications for the treatment of addiction, with the exception of residential detox. 


Evaluating community and patient needs may be particularly difficult wnen an agency is considering new inter- 
ventions that are not well known to the community or to potential consumers. Citizens in many 

communities may be unaware of the effectiveness of pharmacotherapies for addiction. It has been 13 years, 
prior to the FDA approval and availability of Vivitrol or buprenorphine for the treatment of addiction, since Rick 
Rawson and colleagues published in 2000 an article titled “Pharmacotherapies for Substance-Abuse Treat- 
ment” in Counselor Magazine, a professional journal targeting addictions treatment providers. The article chal- 
lenged those working in the field of addictions to be forward thinking and not dinosaurs to be rendered extinct 
by their failure to adapt to advances in addictions treatment. “Learning the nature of the medications, how they 
work, whom they can help and how they can contribute to recovery will be valuable new areas of study for all 
addiction professionals.” 


Today, many years after this warning, we continue to have gaps in the field’s progress in meeting this 
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challenge. It is imperative that treatment providers stay current with their knowledge of improvements in 
effective treatment interventions, educate the community and patients about these innovations, and explore the 
feasibility of implementation when the innovation can meet a community’s or a patient’s need. If more 
community SUD treatment providers offered pharmacotherapies or had cooperative referral arrangements with 
community physicians, more people with opioid dependence would have an expanded array of choices, and 
more people would likely choose to seek treatment and find recovery. Our challenge is to successfully and 
positively integrate medications into our agencies’ systems of care to enhance meaningful recovery from 


addiction. 


£ ATTC 


Addiction Technology Transfer Center Network 
Funded by Substance Abuse and Mental Health Services Administration 








Linking Science and Service 





Volume 3, Issue 2, Fall 2014 


The Need for Patient and Family Demand for Pharmacotherapies 
Michael Boyle 
University of Wisconsin 


The barriers to the use of pharmacotherapies for the treatment of substance use illnesses are substantial and 
include: 


¢ Lack of coverage for the purchase of the medications or restrictions such as prior authorization from some 
private insurers, state Medicaid or state general revenue or block grant funds. 


¢ The majority of specialty addiction treatment providers does not employ or have contractual relationships 
with professionals who are able to prescribe the medications. 


* Some providers are philosophically opposed to the use of these medications. 


If these substantial hurdles are to be overcome, | believe a new force is needed, which is demand for these 
medications from patients and their families. 


The general public is not aware of the fact that medications are available to treat specific substance use 
problems. The media and the constant stories of public figures acknowledging a problem and announcing 
that they are “going to rehab” shape their view of what treatment entails. Thus, the general population is led to 
believe that going to a residential treatment program is the preferred approach to addressing substance use 
problems. 


Where are the stories of people who resolved their problems with the use of medication combined with 
outpatient cognitive behavioral therapy? Of course, the public has been so indoctrinated with the concept of 
going away to rehab, that many would probably not believe the person who chose an outpatient treatment was 
“really serious” about addressing their problems! 


The pharmaceutical industry is very skilled at advertising its products in television commercials and maga- 
zine ads directed at the consumer to increase their demand for the medications being marketed. A few years 
ago, there were continuous advertisements for a drug to treat arthritis that studies had shown was not more 
effective than over-the-counter ibuprofen. Yet, the campaign to increase patient demand for the product was 
extremely successful. And, how many of us were aware of restless leg syndrome before being bombarded with 
ads for a drug to treat this disorder? 
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Conversely, the advertisements for medications for treating substance use illnesses are only in trade journals 
or on web sites that attract the professionals in our field, not the general public. | assume the barriers cited 
previously contribute to a decision by the manufacturers that the cost of wide scale advertising would not be 
beneficial in increasing the use of the products. 


We must find other avenues for getting the knowledge of medication-assisted addiction treatment out to the 
populace. | am asking each of you who support the use of these medications to develop a strategy for 
promoting stories on the use of medications in your local media. In doing this, please remember the old adage 
“never tell a story without data and never provide data without a story.” The media are experts on combing 
data with personal stories and want this approach. 


Secondly, Paul Roman ends each edition of The Bridge with a request: “now it’s your turn— send us your 


thoughts.” We really need your ideas! How can we promote consumer demand for the use of medications to 
treat substance abuse illnesses? 
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Attitudes, Desires and Orientation of Patients and the Demand For or Acceptance of 
Pharmacotherapies 

Holly Hagle 

New York University 


For me, this topic provides a useful segue from the previous issue of The Bridge in which we commented 
on the 2012 NIDA Workgroup report on the need for dissemination research to enhance the adoption of evi- 
dence-based treatment (NIDA, 2012). 


One of the points that the NIDA workgroup report makes is that “availability of medications is key to accelerate 
the medicalization of Screening Brief Intervention and Referral to Treatment (SBIRT) procedures,” both topics 
of interest for me. 


As the Director of the National SBIRT Addiction Technology Transfer Center, the emphasis on SBIRT is im- 
portant. Second, the connection with medication-assisted treatment (MAT) is relevant to advancing SBIRT to 
increase access to addiction treatment. So | have to ask, “What stands in the way of broader acceptance and 
use of SBIRT and MAT?” Unfortunately it seems like there is currently neither a demand for nor an acceptance 
of pharmacotherapies for substance use disorders. The NIDA workgroup defined addiction treatments to in- 
clude medication and screening and assessment; both of these topics have particular relevance to the work we 
conduct every day in SUD treatment. 


The pharmacotherapies have great potential. Pettinati et al. (2006) highlighted the growth and progress made 
in the last decade in understanding the neurobiology of addiction and the extent to which this has led to the 
development of pharmacotherapies that “target the neural pathways involved in the brain’s reward center’ (Pet- 
tinati et. al., 2006). These promising pharmacotherapies added to counseling or other psychosocial treatments 
can add to stabilizing an individual and helping to decrease relapse rates. 


In reviewing research literature | found a report that looked at the market barriers to the development of phar- 
macotherapies for the treatment of cocaine (Goodman, et al., 1997). This is not a peer-reviewed study and was 
not produced by the National Institute on Drug Abuse, but was apparently developed by the U. S. Department 
of Health and Human Services through a contract to better understand this issue, with the report commis- 
sioned at the government’s top management level. 


Although the report is dated, it is a unique resource in examining barriers to the use of pharmacotherapies from 
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a marketing perspective. The purpose of the report and the barriers that it examined has relevance to the topic 
at hand—consumer attitudes toward pharmacotherapies. The report characterizes the market for substance 
abuse pharmacotherapies; identifies real and perceived market barriers; reviews case studies of 
pharmaceutical companies that have developed and marketed substance abuse pharmacotherapies such as 
LAAM and naltrexone and reports the industry’s perception of the readiness of the science base. 


Goodman, et al., (1997) somewhat pessimistically concluded that there were three critical market barriers to 
the effective marketing of pharmacotherapy. These three market barriers were: a small and uncertain market 
of cocaine addicts entering treatment; the substance abuse treatment system that limits access to this market; 
and limited and uncertain payment for pharmacotherapy. These conclusions obviously still ring true today even 
though this report was issued 16 years ago. 


What can be done? Counselor education can also play a key role in the dissemination of information about 
treatment modalities, especially new innovations in treatment (Abraham, et. al., 2009). A study conducted by 
Abraham, et al., (2009) found that counselors were not trained in understanding pharmacotherapies. They 
concluded that where counselors receive medication-specific training and indirect observation of the 
pharmacotherapy’s use, this increased the diffusion of information about the pharmacotherapies. They also 
determined that counselors’ acceptance of the pharmacotherapy and perceptions of its effectiveness was 
associated with medication-specific training. 


The NIDA workgroup report (2012) recommended exploring ways to promote and develop medication or 
medication-assisted treatment (MAT) for substance use disorders in general medical settings. The workgroup 
sited the following as barriers to the uptake of MAT: 


* only 8-9% of treatment centers currently use MAT 


« less than 50% of treatment centers offered mental health assessment and a lesser percentage of centers 
offered medications for psychiatric conditions 


* addiction treatment centers are not integrated into health care systems therefore unable to offer 
comprehensive care such as MAT, infectious disease diagnosis and treatment 


* addiction treatment facilities have demonstrated a slow uptake of evidence-based practices (EBPs) 
Therefore the workgroup concluded that there is a need for strategic planning for adoption of future approved 


medications and innovative behavioral treatments within addiction treatment services. 
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McGovern, et al. (2004) surveyed addiction treatment providers to assess clinical practices and readiness to 
adopt certain EBPs (such as pharmacotherapies). They found that the addiction treatment providers in their 
study were more motivated to adopt “certain” EBPs such as cognitive behavioral therapy or motivational 
interviewing as compared to their readiness to adopt pharmacotherapies. 


Conclusion 

When considering the relationship between the demand for and acceptance of pharmacotherapies to facilitate 
recovery from addiction, | personally feel that anything that facilitates stabilizing individuals and improving their 
quality of life is important and worthy of consideration. However, we can come to increase our understanding of 
the lack of use when we consider the barriers such as the substance abuse treatment system’s limited access 
to this market, limited and uncertain payment for pharmacotherapy, and addictions counselors’ limited training 
and knowledge. However, only if we begin to address these barriers can we make the necessary innovation to 
the addiction treatment system so that people can get the best treatment available. 


£ ATTC 


Addiction Technology Transfer Center Network 
Funded by Substance Abuse and Mental Health Services Administration 








Linking Science and Service 





Volume 3, Issue 2, Fall 2013 


Family and Patient Education on Using Medication to Support Recovery 
Dennis McCarty 

Raina Croff 

Oregon Health and Science University 


Mady Chalk 
Kelly Alanis-Hirsch 
Treatment Research Institute 


Atul Gawande’s articulate and entertaining essays on the quality of health care challenge practitioners and 
systems of care to embrace change in the organization and delivery of care. Last year, he suggested that the 
Cheesecake Factory’s strategies for consistent quality entrees could be applied to better care in intensive care 
units: An analysis of coaching and how it helped him maintain and improve his surgical skills noted that even 
professional athletes value coaching and provocatively suggested that all healthcare practitioners should have 
coaches. A July 2013 essay exploring fast and slow adoption of medical practices draws on Everett Rogers’ 
(2003) classic text, Diffusion of Innovations. One-on-one conversations between peer leaders who know the 
new technology and inexperienced practitioners are a key to adoption of new ideas and change in practice. 
Dr. Gawande describes the Better Birth project in rural India to illustrate how cadres of childbirth-improvement 
workers reach out to midwives and nurses, teach better methods of care, and coach their practices till better 
care becomes routine. 


In the field of addiction treatment, practitioners, patients, and patients’ families resist many innovations that 
can improve treatment outcomes. One estimate suggests that only about 10% of individuals seeking 
treatment for opioid dependence receive an opioid agonist or antagonist medication to alleviate craving and 
protect early recovery (Knudsen & Roman, 2012). Some of the barriers are programmatic (e.g., segregated 
addiction treatment centers operating without physicians or other prescribers, lack of coverage for medications 
in publicly-funded systems of care). Other barriers reflect lack of training and outdated conceptions o 
treatment for alcohol and drug use disorders. Counselors, patients and families believe that addiction treat- 
ment relies on development of sobriety skills and that the use of medication inhibits the development. Unfortu- 
nately, this remnant belief from the early decades of alcohol and drug treatment continues to impede adoption 
of new medications that enhance response to care. 


The Medication Research Partnership promotes the adoption of medication for treatment of alcohol and opioid 
dependence. Nine addiction treatment centers contracting with a large commercial health insurance company 
collaborate with the insurance company to implement organizational and system changes that support patients 
in their use of any medication approved for treatment of alcohol or opioid dependence. Participating sites 
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receive coaching on organizational change and collaborate with the insurance provider to make systems 
changes. At the June 2013 Learning Session, sites reported on their change initiatives. Family and patient 
education emerged as perhaps the single most important intervention. Programs have learned that families 
and patients don’t know about the available medications and don’t believe that they enhance recovery. Without 
basic information on the medications, patients and their families are unable to consent to including medication 
in the treatment plan. With a little education, however, they become more open and willing to add medication to 
their recovery plans. 


Treatment centers in the Medication Research Partnership integrate education about medication-assisted 
treatment into their programs. Each center crafted unique approaches but six elements seem essential: 

1) educating from the inside out for buy-in from all levels of staff, 2) talking to patients about medication options 
while they are still in residential treatment, 3) standardizing information patients receive by using a regular 
group education format, 4) providing take-home educational materials like brochures, 5) involving the family 
and 6) making the education a routine part of how business is done. Three examples illustrate the approaches. 


White Deer Run in Allenwood, Pennsylvania includes a 2-day family program during residential care. 
Participating family members provide support through recovery. Families and patients usually know about 
opioid agonists (methadone and buprenorphine), but few have information about antagonist therapy 
(extended-release naltrexone). Twenty-minute presentations on medication-assisted treatment are offered 
twice weekly for patients and their families. Prior to initiation of the family education, White Deer Run trained 
physicians, counselors, clinical directors, nurses and administrative staff about medication options. The 
center is a big believer in family education: “We try to hit the clients and the family right at the door in terms of 
the information that we give them.” If patients choose to use medications to assist their recovery, their families 
are more likely to support the decision. From January to June 2013, 66 patients selected extended-release 
naltrexone and 30% of the patients (n = 20) participated in the family services program (an increase from 17% 
December 2012). 


Livengrin Foundation in Allentown, Pennsylvania emphasizes the importance of multiple access points for pa- 
tients to learn about treatment options, “At any time a patient can enter or explore getting into the 
medication-assisted treatment part of the program....We have multiple doors and they’re always wide open.” 
Counselors and aides are trained to support medication options and patient education occurs in peer groups, 
individual counseling sessions, and formal group educational sessions. Livengrin also provides free seminars 
on medication-assisted treatment for families, educators and health care professionals. 


Mountain Manor’s Avery Road Treatment Center in Rockville, MD encourages young adult opioid patients (18 
to 30 years of age) to use agonist or antagonist medication to support early recovery. Before reaching out to 
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patients, the treatment center first made sure to have a solid core—an educated internal staff and across-the- 
board buy-in to the use of medications. To improve the transition between detoxification and outpatient care, 
outpatient counselors meet with patients prior to residential discharge and discharge planning is coordinated 
for a warm hand-off. “[We] welcome them early. Say, ‘So excited you’re coming.’ Because the value in that is 
great. | won’t back away from the idea that you need to get out of your office, walk across the street, welcome 
them early.” Clinicians learned about patient concerns and misconceptions about medication options. The 
treatment center established a weekly group education session on the benefits and barriers to medication 
assisted treatment with agonist and antagonist medications. Everyone at every level knows the routine be- 
cause it is precisely that—a well-integrated, normal part of how business is done. Implementing these 
changes positively affected the percent of patients referred from detox to the youth outpatient program, as well 
as increasing the number of patients showing up for their first outpatient appointments. 


Atul Gawande notes that it’s the personal touch of childbirth improvement workers that help midwives and 
mothers reduce the mortality risks associated with childbirth. The addiction treatment field needs to develop 
similar change agents working with programs, counselors, patients and families to reduce the risks of return 
to use and promote development of stable recovery supported by the use of medication. Treatment providers, 
patients and their families can no longer use 20th century technology and beliefs to treat alcohol and opioid 
use disorders in the 21st century. It is time for a cadre of peer supporters promoting the adoption and use of 
medication to enhance early recovery. 
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Macroscopic Issues in Consumer Knowledge about Pharmacotherapies 
Paul M. Roman 
University of Georgia 


As usual, my colleagues have provided a rich offering of ideas and experience about advancing the use of 
pharmacotherapy in SUD treatment. These essays include some of the first empirical data on the overall 
subject, and we are grateful to the additional authors who shared their work for publication in The Bridge. All of 
this signifies progress on the path to better understanding and hopefully interventions toward increased con- 
sumer education. 


My response to the concern about consumer’s knowledge about pharmacotherapies is that it is part of a much 
larger problem of public ignorance about the treatment of substance use disorders generally, and that this 
ignorance stems from a lack of coordinated effort to inform the public, the allocation of essentially all of our 
prevention resources into a one-sided emphasis, and the near-total absence of field leadership. 


Among the many “sound bites” commonly featured in the plenary sessions of conferences is the statement that 
only a tiny proportion of those who (through epidemiological surveys) we estimate are in need of treatment for 
substance use and alcohol use disorders actually seek or receive treatment. This can be a feel-good statement 
for service providers...we cannot even imagine the horizon of opportunity, we must demand more resources, 
we have charge of the nation’s biggest social problem, etc., etc. 


However, if the speaker then segues to the next piece of data that derives from this one, a whole different 
mood can take over: only a tiny proportion of those who we (the professionals) estimate through these surveys 
to be in need of treatment believe that they (members of the public) need treatment. This switches the feel- 
good into a disconnect. Are our estimates wrong? Is denial that great? (there is likely substantial acceptance of 
that belief!) Is the stigma of accepting the label of “needing treatment” that potent? 


Or, do these responses reflect public beliefs that yes, there are a lot of people who need to do something about 
their use of alcohol or drugs, but it isn’t “treatment” that they need. 


| would assert that everyone working in some subset of the drugs and alcohol research and interventions 
specialties has had some version of the following experiences that | have had repeatedly: When we find 
ourselves in conversations with those who are not in our specialty, i.e. members of the public, they have only 
the vaguest and most muddled understanding of what it is that we do or that we try to do. | find that this lack of 
accurate or adequate information prevails regardless of social class, ethnicity, and level of education. 


19 





Addiction Technology Transfer Center Network 
Funded by Substance Abuse and Mental Health Services Administration 





Linking Science and Service 





Volume 3, Issue 2, Fall 2013 


How can this be explained? The easiest answer is, again, “denial,” namely that people don’t want to know 
because of their own problems, or problems among their significant others that they do not want to face. A 
second easy answer is “stigma,” namely that who wants to know about this ugly, dirty, and smelly stuff anyway, 
and we experts can take it and the horse we rode in on and head elsewhere. These answers can effectively 
close the issue to discussion, and let us hope for a better day. 


On perhaps a positive side that suggests attitudes are not set in stone; it can be argued that we have no 
mechanism for educating the public about the treatment of substance use and alcohol use disorders. After at 
least 50 years of fairly steady exposure, the public has caught on to many aspects of 12-step concepts and 
likely in their personal lives has been exposed to someone whose attempted, ongoing, or completed recovery 
was facilitated by a 12-step experience. To many, 12 step approaches equal treatment. This knowledge level 
reflects well-established “cultural lag,” where the natural diffusion of new and unusual ideas takes time. With 
this knowledge and associated expectations established in the general population, we can project certainly 

a consumer acceptance and perhaps even a consumer demand for treatment that is basically 12-step in its 
design, although there is a proneness to harangue the providers for their backwardness. 


Other than what the mass media may decide to include in its dramatic or “informational” programming about 
addiction and dependence, the public receives almost no treatment education. There can be little argument 
with the observation that the US mass media have fully succeeded in institutionalizing the notion that no one 
“wants” to go to treatment, and that treatment entry is only the product of successful precipitation of a crisis. 

| find it difficult to argue for the effectiveness of this kind of treatment education. It clearly illustrates that “rock 
bottom” substance use must precede considerations of treatment, that treatment will always be resisted and 
dreaded, and that if a family member has a problem, prepare for war. 


But where are the alternative messages? Nowhere that | know of. There is a substantial platform of funding 
that could support such messages, but it is used exclusively for something called prevention, and such 
prevention is reserved for public school students or that segment of young adults fortunate enough to go to 
college. Treatment is not discussed in prevention programming, and by implication, those who fail to adhere to 
the prevention messages and end up in need of treatment are “losers,” finding themselves in the same 
regrettable social status of those who are the targets of “interventions” by self-anointed TV geniuses in 
addiction and human relations. So it seems to be of little surprise that the public is not informed about 
pharmacological interventions available in SUD treatment. In the contexts offered by prevention programs and 
by the mass media, there is little reason to expect anything good from these medications, and indeed there 
would be substantial reason to believe that they are in some way part of the coercive struggle. 
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Other diseases have advocacy organizations that advance public education. Many of these have strong bases 
in their respective treatment communities, and find much of their leadership from charismatic treatment 
professionals, usually physicians. Where is ours? While we all include in our august histories of our specialty 
the National Council on Alcoholism and Marty Mann’s heroic efforts in its growth, we easily miss the hugely 
diminished status of its descendent, the broadened National Council on Alcoholism and Drug Dependence. 
This failure cannot be placed at the doorstep of those who have led this organization, but by the process of 
default whereby this specialty has been in fact led for the last 40 years by the US government. Rather than 
generating treatment education through grassroots interest and private organizations, perhaps funded by our 
treatment industry, we are dependent on someone, somewhere deciding to write a grant application to NIDA or 
NIAAA that someone, somewhere might like. 


These observations are rooted in study of what has happened over time with the diseases of cancer and of 
polio, and there are a vast number of other examples of vigorous support from private sources for disease 
conditions affecting far fewer than those impacted by SUDs and AUDs. Perhaps the hoped-for integration of 
SUD treatment under the Affordable Care Act will change the constituencies of interest in the treatment of 
SUDs and AUDs. Unfortunately, a quick solution is not available as to how to create not only awareness of new 
treatments but readiness to use them. 
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